SUMMARY Complete septation of a double inlet left ventricle with left anterior subaortic outlet chamber was carried out successfully as a staged procedure during the first two years of life in a patient with severe pulmonary hypertension and an abnormal left atrioventricular valve. In contrast with isolated pulmonary artery banding, which rarely has led to a satisfactory septation or modified Fontan operation, this technique achieved good initial palliation and uncomplicated intracardiac repair. It should be considered for infants with univentricular atrioventricular connection, two atrioventricular valves, and excessive pulmonary blood flow.
Although theoretically attractive,' septation of the univentricular heart during infancy has been hindered by technical difficulties in securing the prosthetic patch and frequent postoperative heart block. Ebert recently demonstrated in five infants with "common ventricle" that two Teflon patches without a pressure difference across them could be positioned accurately with a few sutures, and that over a period of 5-8 months they became firmly adherent to the endocardium.2 This avoided injury to the conduction system and created a stable base to which a third patch was attached, completing the prosthetic septum. The following case illustrates successful extension of this concept to a patient with double inlet left ventricle and subaortic outlet chamber.
Case report
A baby girl weighing 5-5 kg was first seen at six months of age during emergency hospital admission for a chest infection. She was said to have been normal at full term delivery in Iran but had failed to thrive. A heart condition was diagnosed when she was three months old.
On examination, the infant was pyrexial, tachypnoeic, and mildly cyanosed with clubbing. Bounding pulses at a rate of 160 beats per minute were present throughout. Enlargement of the heart with a thrill along the left stemal edge was detected by palpation. In addition to a loud systolic mumur, auscultation disclosed a single, accentuated, second heart Cardiac function was excellent in the immediate postoperative period while the patient was on 0 1 tg/kg/min isoprenaline. Systolic arterial blood pressure was 100-110mmHg and she was in sinus rhythm. The patient later suffered transient supraventricular tachycardia which was controlled by rapid atrial pacing, and fever with seizures, attributed to pseudomonas infection of the sputum and urine. Despite this she was extubated on the third postoperative day and made an otherwise uneventful recovery.
During the next six months she grew well without signs of heart failure or respiratory infection. Cardiac catheterisation five months after operation showed satisfactory banding of the pulmonary artery, with a distal pressure of 22/l1 mmHg and pulmonary resistance of 2 9units.m2. The patches were both in a good position, but there was an 8mmHg gradient across the outlet foramen, which appeared to be restrictive on both echocardiography and angiography (fig 2) .
At the time of her second open heart operation, in February 1986 the patient was 22 months old and weighed kg. The previously inserted Teflon was found to be completely endothelialised and firmly There are several important unaswered questions about this procedure. It is not known whether outlet foramen obstruction will recur. The fate of atrioventricular valves in a growing heart whose inlet to apex length is fixed, the incidence of thromboembolic complications during patch endothelialisation, and the late results as regards ventricular function and cardiac rhythm are uncertain. Early survival and functional results have been encouraging, however, and they support the continued development of techniques for septation in infants with suitable ventricular morphology and excessive pulmonary blood flow.
